Mean age was 27-9, 6.7 for males (females 26-3, 7.6), and modal highest level of education was some high school (57-2% ofthe males, 53-5% ofthe female sample). Modal employment status was social security benefits or pension for 59-2% of males and 58-5% of females, with only 13-5% (16.76%) employed full-or part-time and 20-0% (13-7%) unemployed. The majority of males (50 8%) and females (57.6%) had been on benefits or pension for over one year, and a further 38.2% (32%) for over a month. The sample was-predominantly Australianborn (79-2% of males, 84-6% of females) with the majority of the remainder (15.5% ofmales, 12-3% of females) being born in the UK, New Zealand, or North America. Mean number of children was 0 6, 1.3 for males, 0 9, 2-7 for females, with the mean number of children financially dependent on the respondent being 041, 0.5 (0.6, 2-1). The mean number of other people financially dependent on the respondent was 0-2, 2-6 for males and 0 1, 0 4 for females. A majority of both males (63.8%) and females (55.9%) had been in some form of drug treatment, which had ended on average 2-3, 4 6 (2 3, 5.5) years ago. The most common previous treatments were methadone maintenance (19.7% of males, 21% of females), detoxification (40-1% of males, 48.5% of females) and inpatient rehabilitation (13.0%) for males and counselling (10-2%) for females. For those currently in treatment (30.4% of males, 15.7% of females), the most common treatment was methadone maintenance (39% ofmales and 49-1 % of females) followed by therapeutic community (26-6% ofmales, 12% of females). Nearly halfthe males (45.2%) and less than a fifth of the females (19-6%) had been to prison, with a mean time of 3-6, Cross tabulations ofthe STDs reported by respondents are given in the table. For males, there were significant differences across sexual orientation for gonorrhoea, non-specific urethritis and HIV seropositivity. For the females, there were significant differences for anal/genital warts, hepatitis B, pelvic inflammatory disease and HIV seropositivity.
Analysis of sexual behaviour showed significant differences between male partner numbers in the past year between bisexually and homosexually active men, but there were no differences in partner numbers between heterosexually and bisexually active men in female partner numbers. There were significantly different numbers of male partners in the past year between bisexually and heterosexually active females, but no differences in female partner numbers between homosexually and bisexually active women. There was a significant association for both males and females between male partner numbers in the past year and reporting a history of STD (excluding hepatitis B and candida) (males, t4,9 = 2-92, p < 0.01; females, t31, = 3-21, p < 0-001).
Discussion
The representativeness of samples of IDUs remains uncertain as the size and characteristics of the drugusing population in a community has never been defined confidently. However, this is a large sample, containing in-treatment and out-of-treatment populations recruited systematically and is comparable on many indices with another large sample of IDUs recruited from multiple sources in a city 300 km from Sydney.'`Self-report of sexual behaviours has acceptable reliability and validity," as have drugrelated risk behaviours,'2 although this may be an additional source of error. However, such error is unlikely to be systematic.
In the absence of any studies which compare recall of STDs with laboratory evidence of infection, these data must be interpreted cautiously-as the diagnosis of reported STDs may not have been accurately recalled or the STD accurately diagnosed. Problems of understanding and recall are illustrated by the fact that one male respondent reported pelvic inflammatory disease. Thus, these figures could be an underestimate (ifnot all diagnoses had been recalled) or an overestimate (if an assumed diagnosis was only based on possible symptoms 
